Lymphangiomatous polyp of the nasal cavity is a very rare condition. We are reporting a case of a unilateral nasal mass presenting with noisy breathing during sleep, change of voice, watery nasal discharge, and anosmia in a 5-year-old boy. The mass was removed via a transnasal endoscopic approach, and a diagnosis of lymphangiomatous nasal polyp was established by histopathology.
Introduction
Lymphangiomatous lesions are not uncommon. They are usually seen in the head and neck region, mainly arising from the larynx, parotid gland, mouth, and tongue; rarely, they arise from the tonsils. A lymphangiomatous mass presenting as a nasal polyp is extremely rare. In fact, an extensive search of the literature revealed no report of this presentation. The rarity of the condition has prompted us to report this case.
Case report
A 5-year-old boy presented to our ENT department with a 2-month history of noisy breathing during sleep, a mass in the right nasal cavity, watery nasal discharge, a change of voice, anosmia, and occasional sneezing. He had no history of epistaxis, epiphora, periorbital pain, proptosis, headache, or nasal or other neuralgic pain.
A complete head and neck examination was carried out. External examination of the nose was not significant. On anterior rhinoscopy, a pinkish-white polypoid mass was found to be filling the right nasal cavity, with no protrusion. It was soft, nontender, insensitive to touch, and did not bleed on probing. The probe could be passed all around, and the nasal septum was clearly demarcated from the mass. Posterior rhinoscopy was not possible as the child was not cooperative.
Findings of a routine hemogram, urine examination, and chest x-ray were within normal limits. Computed tomography (CT) of the nose and paranasal sinuses showed opacification of the right maxillary sinus by nonspecific hypodense soft tissue that protruded into the middle meatus, causing widening of the sinus ostium. (figure 1) The tissue extended posteriorly into the nasopharynx and was found to be obstructing the posterior choana on the right side. The left maxillary sinus was opacified by mucosal thickening and retained secretions. The bony sinus walls were intact.
In the ethmoid sinuses, mild mucosal thickening was also seen on the right side with intact bony septa. The sphenoid sinuses showed bilateral mild mucosal thickening; the bilateral sphenoethmoidal recesses were open. A right antrochoanal polyp was observed, with left maxillary and right ethmoid and bilateral sphenoid sinusitis.
Polypectomy was performed, and the tissue was delivered through the oropharynx because of its large size. Infundibulotomy, anterior ethmoidectomy, and middle meatus antrostomy were performed using a 0°, 4-mm rigid endoscope. Grossly, the specimen was a pinkish-white mass with a soft consistency and a glistening appearance.
Postoperatively, the patient had complete recovery from his noisy breathing, change of voice, and watery discharge. Histopathology revealed pseudostratified ciliated columnar epithelial lining with underlying loose edematous stroma containing dilated lymphatic channels of various sizes (figure 2), and the diagnosis of lymphangiomatous nasal polyp was established. No recurrence of disease was seen at the 6-month follow-up.
Discussion
Sites in the head and neck region account for more than 90% of all lymphangiomas. 1 These lesions usually Volume 91, Number 5 www.entjournal.com  E11 Lymphangiomatous poLyp of the nasaL cavity: a rare presentation arise in skin and subcutaneous tissues, but other sites include the larynx, parotid gland, mouth, tongue and, rarely, tonsils. 2 Several different terms have been used for these lesions in the literature, including lymphangiectatic fibrous polyp, 3 polypoid lymphangioma, 4 angiofibrolipoma, 5 and lymphangiomatous polyp. 6 We prefer the term lymphangiomatous polyp rather than lymphangioma because the pathogenesis of these lesions is still unclear.
In our case, the clinical presentation of the lymphangiomatous polyp resembled that of a nasal polyp and was accompanied by difficulty in nasal breathing, anosmia, sneezing, and watery discharge. The radiologic appearance of the lymphangiomatous polyp is nonspecific, but CT is useful for determining the site, size, and extent of the mass. The final diagnosis relies on histopathology because of the lesion's nonspecific clinical and radiologic features. In our case, the clinical presentation and radiologic findings mimicked those of an antrochoanal polyp until the lesion was proven histopathologically to be a lymphangiomatous polyp.
The differential diagnosis for this entity includes an allergic nasal polyp, a sinonasal papilloma, a juvenile nasopharyngeal angiofibroma, and an angiomatous lesion.
Allergic nasal polyps are histologically composed of loose mucoid stroma and mucous glands. They are covered by pseudostratified ciliated columnar epithelium, with the stroma being infiltrated by lymphocytes, plasma cells, and eosinophils. 7 Sinonasal papillomas are benign neoplasms of respiratory mucosa, presenting with nasal stuffiness and nasal obstruction. They are unilateral in most cases. Microscopically they are composed of columnar and/ or squamous epithelial lining, under which there is an admixture of mucin-containing cells and numerous microcysts. 7 Figure 2 . A: Histopathology shows a pseudostratified ciliated columnar epithelial lining, with underlying loose edematous stroma containing dilated lymphatic channels of various sizes (H&E, original magnifiaction x100) . B: This slide shows dilated lymphatic channels containing clear, eosinophilic, proteinaceous fluid (H&E, original magnification x400).
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Juvenile angiofibromas typically occur in the nasopharynx of adolescent males. They often reach a large size, with extensive growth and even bone erosion, and present with epistaxis because of their rich blood supply. Histologically they are composed of an intricate mixture of blood vessels and loose, edematous fibrous stroma. The vessels range from capillary to venous size; the capillary vessels are lined with plump endothelial cells. 7 Angiomatous lesions of the capillary type are composed of vessels containing red blood cells and are lined with prominent endothelial cells, which may be seen scattered or in clusters without formation of lumen. The stroma contains well-formed collagen. In contrast, in lymphangiomatous lesions there are numerous lymphatic vessels, lined with endothelial cells that are extremely thinned out and not very prominent on histologic sections. These vessels contain clear, eosinophilic, proteinaceous fluid rather than the red blood cells seen in angiomatous lesions. 8 The lymphangiomatous lesion's characteristic histologic features should establish its correct diagnosis.
In summary, a lymphangiomatous polyp is a rare, benign lesion in the nose that is likely to be a hamartomatous malformation. The characteristic histology consists of dilated lymphatic channels amid a fibrous, lymphoid, and/or adipose stroma. Lymphangiomatous polyp should be differentiated clinically and histopathologically from other benign masses. After proper resection, there is no chance of recurrence.
